Interpersonal psychotherapy (IPT) is a brief, manualized psychotherapy with demonstrated efficacy for the treatment of major depression.[@cit0001] Introduced in the 1970s, IPT is recognized as a first-line psychosocial treatment for major depressive disorder[@cit0002]--[@cit0004] and has been adapted and shown to be effective in treating depression across the lifespan, as well as other disorders such as bipolar disorder, eating disorder, and post-traumatic stress disorder.[@cit0005],[@cit0006] In the current article, we focus on IPT for the treatment of late-life depression (LLD) and its potential application in China.

Brief Overview of IPT for Depression {#s0002}
====================================

IPT was developed by Weissman et al as a manualized, time-limited (usually 12--16 weekly sessions) intervention for adult outpatients with unipolar depression. Influenced by attachment, interpersonal, and social theories of the 1940s and 1950s, as well as empirical research demonstrating a link between adverse life events and depressed mood and the protective effect of social supports against depression, IPT is concerned with the bidirectional interaction between interpersonal events and depressed mood.[@cit0001],[@cit0007] Thus, when bad things happen to people mood is affected and when mood is depressed people do not handle their interpersonal world effectively, causing further interpersonal adversity and worsening of mood. IPT conceptualizes depression as a medical illness and adopts the concept of the "sick role".[@cit0007] Comparing depression to other medical illnesses and giving the patient the sick role are intended to reduce blame associated with developing depression, reduce demoralization and feelings of guilt associated with impairment caused by depressive symptoms (eg, making mistakes at work due to poor concentration), instill a sense of hope that depression is treatable, motivate the patient to work hard in therapy so they can recover as quickly as possible, and facilitate combining psychotherapy and pharmacotherapy if medication is considered necessary.[@cit0007]

IPT is a focal intervention that links the depressive episode to one or two interpersonal problem areas that are considered salient to the onset and maintenance of the patient's symptoms: complicated grief following the death of an important attachment; role transitions, which involve difficulty adjusting to changed life circumstances that affect people's feelings about themselves and others; role disputes, which involve nonreciprocal expectations between the patient and a significant other; and interpersonal deficits/sensitivity, which involves difficulty forming and maintaining interpersonal relationships.[@cit0007] Reduction of depressive symptoms is achieved by facilitating resolution of these interpersonal problems and helping patients build and strengthen social supports. Maintaining the interpersonal focus of treatment is important in IPT as this prevents the therapy from becoming too diffuse and pushes the therapist and patient to use their time efficiently and discuss material that is relevant to the identified interpersonal problem area and treatment objectives.[@cit0007]

The therapy is structured and includes three phases (beginning, middle, and end), with each phase associated with specific therapeutic tasks. A summary of these tasks is provided in [Table 1](#t0001){ref-type="table"}. The therapeutic strategies and techniques used in IPT are designed to help the patient master interpersonal difficulties associated with current depressive symptoms and prevent depression relapse. Some of the key techniques used in IPT include communication analysis, encouragement and exploration of affect, exploration of options for change, decision analysis, clarification, role play, and use of the therapeutic relationship. A full description of IPT techniques can be found in the updated and expanded version of the IPT manual by Weissman et al.[@cit0007] This updated manual has been translated into Chinese.Table 1Main Tasks of Three Phases of IPTInitial PhaseMiddle PhaseTermination PhaseAssess the depressionEducate about depression using medical modelAssign the "sick role"Conduct the "interpersonal inventory"Determine the interpersonal focus of therapyExplain the treatment modelInstill sense of positive expectationSet the treatment contractEvaluate the need for medicationBegin session by reviewing symptoms of depression ("How have you been since we last met?")Link depressive symptoms to interpersonal context or interpersonal context to depressive symptomsFocus session on interpersonal problem area (grief, interpersonal disputes, role transitions, interpersonal deficits)Use strategies specific to each interpersonal problem areaExplicitly discuss end of treatment throughout therapyDiscuss feelings about ending therapy and normalize themReview and consolidate therapeutic gainsDiscuss potential future interpersonal stressors and strategies to solve themDevelop a contingency plan in the event of recurrence of depressive symptomsReview available interpersonal supportsConsider maintenance IPT

Since the publication of the initial trials of IPT in the 1970s and findings from the landmark National Institute of Mental Health Treatment of Depression Collaborative Research Program,[@cit0008] which demonstrated that IPT was superior to pill placebo, similar to imipramine for mild to moderate depression, and slightly better than cognitive behavior therapy (CBT) for severe depression, research on IPT for depression has flourished both in the US, where it was conceived and initially tested, and internationally. A recent meta-analysis involving 11,434 participants concluded that IPT is equally as effective as CBT,[@cit0006] and as effective as antidepressant drugs in treating mild to moderately severe depression.[@cit0009] These psychological interventions also appear to have more durable effects than medication. For some adult and elderly patients with chronic depression, the combination of medication and psychotherapy produces the best outcome.[@cit0010]

IPT for Late-life Depression {#s0003}
============================

Depression is a common psychiatric disorder in older adults and is associated with reduced quality of life, disability, risk of suicide, and mortality.[@cit0011],[@cit0012] Nearly 10--25% of people 60 years and older suffer from depression worldwide.[@cit0013]--[@cit0015] Studies report that on average, 22.6% of the elderly in China suffer from depressive symptoms, with prevalence varying as a function of gender, geographic regions, socioeconomic status, and education levels.[@cit0016]--[@cit0019] Irrespective of culture, depressive symptoms in late life are often atypical compared to younger patients, and include irritability, apathy, somatic symptoms, and cognitive decline.[@cit0020]--[@cit0022] Variants of depression in late life have also been described and include depression without sadness, depletion syndrome, and depression-executive function.[@cit0023] Cognitive impairment is relatively common in LLD and involves deficits in executive function, attention, and memory.[@cit0024] A neuropathological link between LLD and dementia has been proposed,[@cit0025],[@cit0026] with depression considered both a risk factor for and symptom of cognitive decline.[@cit0024]

Despite the high prevalence of LLD and associated impairment, elderly patients in China underutilize mental health services because of stigma of mental illness in traditional Chinese culture and poor mental health literacy.[@cit0027],[@cit0028] Although Chinese elderly are more inclined to seek treatment for mental health problems in primary care as less stigma is associated with primary care treatment,[@cit0028] the majority of elderly patients treated in primary care or in the community receive inadequate or no treatment for their depression.[@cit0027] Depression in the elderly in China and elsewhere is often underdetected,[@cit0028],[@cit0029] and once identified treatment is not always optimal, with more than 60% of patients remaining depressed at 12-month follow-up.[@cit0029] Pharmacotherapy is often the first choice of treatment for LLD worldwide, however, the efficacy of antidepressant medication tends to be modest and a substantial number of patients require additional treatment.[@cit0030] Further, concomitant drug therapies for medical comorbidities and adverse effects may limit the extent to which antidepressant drugs are suitable for elderly patients, especially those who are frail.[@cit0031] Psychotherapy is a valuable alternative for older depressed patients who cannot tolerate antidepressant medications, for those who may benefit from combination medication and psychotherapy, and for those who prefer a nonpharmacological approach for symptom relief.[@cit0009],[@cit0032] Indeed, older depressed patients often express a preference for psychotherapy over medication,[@cit0033],[@cit0034] and mental health specialists endorse psychotherapy, including IPT, as an important frontline treatment option for LLD.[@cit0003]

The IPT model of vulnerability to depression nicely dovetails with interpersonal issues that are faced by older adults and that increase risk for depression. Examples include difficulty adjusting to changes in social roles brought about by retirement and other life circumstances; loss of independence due to medical illness, disability, and diminished mobility; disputes with significant others; and loss of network supports and attachments due to death and relocation.[@cit0035]--[@cit0037] Further, a meta-analysis confirmed that social support, quality of relations, and presence of confidants can decrease risk for depression in late life.[@cit0038] Studies conducted in older people in China similarly report that social support, especially support from family members, is protective against depression[@cit0039] and that interpersonal stressors increase depression vulnerability;[@cit0040] these include poor marital status, childlessness, social isolation and loneliness, medical illness, bereavement, and having impious offspring.[@cit0016],[@cit0017],[@cit0041],[@cit0042] Family conflict is one of the strongest predictors of suicide in elderly Chinese,[@cit0042] and a case--control psychological autopsy study of completed suicides in elderly Chinese living in rural areas[@cit0043] found that being left behind by offspring who migrated to urban areas elevated risk for suicide; this association was mediated through increased life stress, presence of depressive symptoms and other mental disorders, and decreased social supports. Overall, these findings highlight the relevance of evidence-based psychosocial treatments that specifically target interpersonal processes in LLD and risk for suicide.

IPT has been extensively evaluated in cognitively intact elderly depressed patients. While the effects of acute treatment are generally modest, IPT is comparable in efficacy to antidepressant medications but without the associated adverse events.[@cit0044],[@cit0045] In primary care settings, IPT delivered by mental health practitioners produced a better outcome than physician usual care and supportive clinical management.[@cit0034],[@cit0046] However, among older patients with bereavement-related depression, IPT works best when combined with medication.[@cit0047] In contrast to acute IPT treatment, the evidence for maintenance IPT is less clear, with some studies reporting that maintenance treatment confers protection against depression relapse[@cit0035],[@cit0036] and others reporting no demonstrable benefit in preserving well-being achieved with acute and continuation treatment.[@cit0047] Lack of response to maintenance IPT may be a function of age, with higher relapse rates found in those with advanced age (ie, those \>70 years old) vs younger age (ie, those \<70 years).[@cit0048] Chronic poor health, residual anxiety, sleep disturbance, cognitive difficulties, and continual loss of psychosocial resources may contribute to increased risk for relapse in older patients,[@cit0048],[@cit0049] who may benefit more from a combination of maintenance IPT and medication than monotherapy.[@cit0048]

While IPT for LLD does not require substantive adaptation for patients who are cognitively intact, working with older patients who are cognitively impaired may present important challenges in psychotherapy. These patients may have more difficulty engaging in psychotherapy and are more dependent on their caregivers for activities of daily living.[@cit0050] Miller adapted IPT for depressed older patients with mild cognitive impairment (IPT-CI),[@cit0050] and found the therapy could be successfully implemented with this patient population and improve depressive symptoms.[@cit0051]--[@cit0053] In this adaptation of IPT, caregivers are integrated in the therapeutic process; this is intended to educate the caregiver about depression and cognitive impairment, provide them with an opportunity to discuss challenges they face with their own "role transition" as a caregiver, provide a forum for discussing interpersonal role disputes between the patient and caregiver, and promote engagement of caregivers to improve patient treatment adherence.[@cit0050] Although IPT-CI is a promising intervention for cognitively impaired depressed older patients, its efficacy has not been rigorously evaluated in randomized trials.

In addition to individual therapy, IPT has been adapted for delivery in a group format. Group IPT (IPT-G) for LLD may be especially relevant in China, a country with the world's largest aging population. Indeed in 2018, older people accounted for 17.9% of the total population in China[@cit0054] and it is estimated that by 2040, one in four people will be 60 years and older.[@cit0055] Considering this trend and reported economic burden of depression in China, IPT-G represents a cost-effective format of delivering evidence-based psychosocial care to elderly depressed patients and one that can be delivered in the community or primary care centers, where depressed elderly people are initially screened and treated. IPT-G was initially developed by Wilfley et al for the treatment of bulimia.[@cit0056] The fundamental structure of IPT-G is similar to the individual format of IPT and an individual session with the therapist is integrated before, midway, and after the group intervention. Therapists also provide patients with written group summaries after each session which are intended to stimulate patient reflection after each session and encourage them to work on their identified problem area. Scocco et al developed a slightly adapted version of Wilfley's IPT-G manual for depressed elderly patients. In this version of IPT-G, pre- and postgroup individual meetings are scheduled but there is no mid-treatment individual session and weekly group summary reports are not provided.[@cit0057] There are no randomized controlled trials of IPT-G for LLD with or without cognitive impairment. Nevertheless, this IPT modality may be of particular benefit to elderly patients who are socially isolated and lonely, and provides a forum for patients to practice adaptive communication and interpersonal skills that can be transferred to real life interpersonal circumstances.[@cit0057] Although concerns about perceived stigma and discomfort sharing personal problems with strangers may reduce willingness of elderly people in China to participate in group therapy, research suggests that elderly Chinese have a generally positive attitude toward group interventions and they show good treatment engagement.[@cit0058]

In addition to the group format of IPT described above, a simplified version of group IPT has been developed for countries where access to trained mental health specialists is limited.[@cit0007] The intervention can be delivered by supervised lay therapists with little or no formal training in mental health, and is endorsed by the World Health Organization to improve the scalability of effective psychological interventions in low-to-middle-income countries. There are no published trials of this group version of IPT in depressed elderly, however, randomized controlled trials conducted in Uganda have demonstrated that IPT delivered by nonexpert facilitators is superior to a control intervention in reducing depressive symptoms and dysfunction.[@cit0059],[@cit0060] Despite positive findings from the Ugandan studies, it remains unclear if group IPT delivered by nonspecialist providers would be perceived as a credible and acceptable treatment option by the depressed elderly in China. Nevertheless, similar to many other countries, access to evidence-based psychotherapies remains problematic in China, especially in rural and remote regions where there is a grave shortage of mental health specialists. Developing innovative models of mental health care that scales up the provision of effective and affordable short-term psychotherapies like IPT should be an important priority for the management and care of the depressed elderly in China.

Selection of Suitable Candidates for IPT and IPT vs Other Psychotherapies for Late-life Depression {#s0004}
==================================================================================================

Although patient selection is an important issue related to treatment success, limited research exists regarding what type of psychological intervention works best for a particular individual with LLD. A systematic review of studies comprising mainly nonelderly patients found that few reproducible patient and clinical characteristics moderated IPT's effects relative to other treatments.[@cit0061] However, there is some evidence that efficacy of IPT may be less effective than CBT in depressed patients with avoidant personality disorder. While depressed patients with personality pathology can be difficult to treat, many patients with depression, especially chronic depression, present with cluster C personality features that are partly due to the depression itself. Although IPT does not directly address personality change, its emphasis on resolving interpersonal problems and building adaptive interpersonal skills has been found to reduce cluster C and other personality disorder symptoms in patients who received maintenance IPT.[@cit0062] Thus, consideration of IPT as a treatment option for depressed elderly with personality pathology is warranted, although longer duration of treatment and use of adjunctive treatment may be necessary.

In addition, older patients with varying levels of cognitive impairment may not fully benefit from IPT compared to noncognitively impaired patients due to their difficulties engaging in psychotherapy, maintaining attention during sessions, or recalling discussions from prior sessions. An important issue, therefore, is to determine what level of cognitive impairment severity would render a patient unsuitable for IPT. Recommendations for providing IPT to cognitively impaired elderly patients have been proposed and include: the ability to communicate with others, awareness that a problem exists, motivation to resolve the problem, and some capacity for retention.[@cit0063]

In addition to IPT other short-term manualized therapies have shown efficacy for LLD including CBT and problem-solving therapy (PST).[@cit0044],[@cit0045],[@cit0064] Although these therapies are based on different theoretical models of depression, a common feature is that they focus primarily on current rather than historical issues, as is the case with psychodynamic therapy. CBT and IPT are the best researched psychological therapies for depression and good candidates for cultural adaptation based on their strong empirical support.[@cit0065],[@cit0066] PST was developed more recently and is a variant of CBT that focuses on learning adaptive problem-solving skills. There is growing evidence supporting its beneficial effects on mood and cognitive function in older adults.[@cit0067],[@cit0068], Although there are no head-to-head comparisons of IPT vs other psychotherapies for LLD, meta-analyses of psychotherapy studies for depression in nonelderly patients suggest that IPT works as well as other psychotherapies,[@cit0069],[@cit0070] with one analysis suggesting a slight advantage of IPT.[@cit0070] Based on these findings, one might expect IPT to work as well as other established psychotherapies for LLD. As no one treatment works for everyone, having multiple effective psychological approaches to choose from is important for the care of depressed elderly patients. Recommendation of IPT over other effective approaches to treating depression should be based on the presence of social and interpersonal problems that are temporally linked to the development of depressive symptoms,[@cit0006] the availability of trained IPT therapists, and importantly, on patients' goals and treatment preference.

Cultural Considerations in the Application of IPT for LLD in China {#s0005}
==================================================================

With the opening-and-reform policies initiated in the 1980s, China has re-entered the global environment, experimenting with theories and concepts of psychotherapies that were originally developed within the context of Western culture. Research on the cultural aspects of psychological interventions suggest that culture may influence the practice and processes of psychotherapy in subtle ways.[@cit0071] The prototype of interpersonal relations in China is rooted in Confucian philosophy that advocates harmony, moderation, and balance. This philosophy continues to influence popular beliefs and social behavior of contemporary Chinese.[@cit0072],[@cit0073] Researchers in multiculturalism in psychotherapy have proposed that culturally competent psychotherapy requires three levels of adjustments: technical adjustments, theoretical modifications, and philosophical reorientation.[@cit0074] Treatment modalities that take into account traditional Chinese values and history from a broad perspective, and include modifications that meet the cultural needs and preferences of patients, may improve therapeutic outcome. For example, the efficacy of CBT for Chinese people has been found to be more robust when the intervention is culturally adapted than when it is not.[@cit0075] Nevertheless, it is important not to overgeneralize cultural differences or assume that elderly Chinese are a homogeneous group that share the same kind of cultural beliefs and values. The theories and techniques of mainstream psychotherapies are universally applicable and depressed elderly Chinese have been found to respond well to psychotherapies developed in Western countries without adaptation.[@cit0076]

Generally, researchers and clinicians agree that interpersonal problem areas of IPT are universal and that the intervention makes clinical sense regardless of geography.[@cit0007] IPT research conducted in China[@cit0077],[@cit0078] and other non-Western cultures[@cit0007] seems to suggest few modifications are required and that the core elements of IPT are well preserved. Still, IPT may need to be culturally adapted to enhance its relevance, meaningfulness, and effectiveness.[@cit0079],[@cit0080] For example it may be preferable to rename the four interpersonal problem areas into colloquial expressions.[@cit0007] Another example of possible cultural consideration relates to family interdependence and filial piety. Unlike some cultures in North America and elsewhere that socialize offspring to become independent and autonomous, Chinese culture is prototypically collectivistic and the centrality of the family unit makes family interdependence acceptable and desirable throughout the individual's lifespan. At the same time, family interdependence can lead to interpersonal conflict. The one-child policy established in China in 1979 has also altered the dynamic of parent--child relationships, creating potential burdens and conflicts within families that can lead to psychological distress.[@cit0081]

Relatedly, children are an important source of emotional, instrumental and financial support to elderly parents. Filial piety (xiao) is highly valued in Chinese culture, especially among elderly rural Chinese who are more likely to adhere to traditional family cultural values than their urban counterparts. However, attitudes towards filial obligations have changed in contemporary China and a lack of congruence between what the elderly parent and adult offspring and grandchildren considered as filial behavior may strain intergenerational relationships. China has also witnessed important transformations of family ties and residential patterns,[@cit0055] particularly in rural China, where migration of adult workers to urban centers has eroded the traditional intergenerational family support mechanism that is vital to the well-being of elderly.[@cit0081] Difficulty adjusting to changes in traditional family living arrangements can increase risk for depression in the elderly, especially if there is loss of tangible and intangible supports, added burdens, and lost social roles and status. Risk for disruption in support patterns and increased negative parent--child interactions may be particularly high if caring for the elderly parent becomes an inconvenience or a financial burden for adult migrant children.[@cit0082],[@cit0083] Approximately 50% of Chinese rural older adults are empty nesters or "left behind" and rates of depression in this subgroup of elderly is higher than the general elderly population in China.[@cit0084]

In working with intergenerational interpersonal disputes, the therapist can frame IPT goals (eg, developing more flexible expectations of others, accepting that which cannot change, focusing on more positive aspects of the relationship and modifying faulty communication) as a means to restore and maintain harmony in relationships and achieve an acceptable balance between the needs of the self and those of others. For those facing changes in traditional family structure or other life circumstances, exploring feelings of loss associated with the change and identifying positive aspects of change and opportunities are important IPT strategies. Examining viable options to maintain a satisfactory level of contact and support from family members would also be a key focus of IPT, as family support is pivotal for the well-being of Chinese elderly and preferred over other forms of support.[@cit0085] Although elderly Chinese may be reticent to seek support outside the family unit, establishing a broader network of support that includes friends, neighbors, and community resources should be encouraged, especially from those who share the patient's experience and who can provide emotional support. As dependent patterns are often observed in elderly women raised in traditional Chinese culture, enhancing self-efficacy may be an important therapeutic goal, especially for women who are widowed or live alone.[@cit0086] Incorporating culturally rooted proverbs or traditional Chinese philosophy may also help foster a better understanding of the relational and social context of depressive symptoms and facilitate effective coping with interpersonal disputes and changes in life circumstances.[@cit0079]

Chinese culture also needs to be considered for the IPT problem area of complicated bereavement. Every culture has its unique attitudes concerning death and grieving rituals and Chinese culture is no different in this regard.[@cit0087] Unfortunately, very little research on grief in general and pathological grief in particular has been conducted in China.[@cit0088] Despite the limited research base, preliminary data on spousal bereavement suggests that elderly Chinese respond better to a grief intervention that focuses both on grief work and restorative-oriented coping (ie, reconstructing identity, seeking social supports, dealing with family, friends, and neighbors) than an intervention that focuses mainly on grief work.[@cit0089] Thus, IPT's dual goals of facilitating the mourning process and re-establishing interests and social supports fits well with this model. Because avoidance of expression of grief is common among Chinese[@cit0090] and may result in failure to successfully integrate the loss, the early sessions of IPT should focus on grief feelings and the loss, with later sessions focusing on restoration of interests and supports. While discussing negative or ambivalent feelings towards the deceased is encouraged in IPT, this may require modification in working with bereaved elderly Chinese as honoring the deceased is important in Chinese culture. Certain culture-related grief beliefs may also contribute to greater levels of depression and grief severity in Chinese elderly and these beliefs should also be addressed in therapy. For example, the bereaved may experience intense guilt and self-blame if they were unable to facilitate a "good death" for the deceased.[@cit0091]

In general, studies suggest Chinese people tend to prefer time-limited, directive, goal-oriented, and pragmatic approaches,[@cit0080] which generally fits well with IPT. Although the therapist-patient relationship in IPT is collaborative and the patient is encouraged to generate their own options for resolving interpersonal issues and strengthening social supports, the therapist can take an active and directive therapeutic stance if needed and maintain the role of expert. This therapeutic stance aligns well with the more hierarchical provider--patient relationship preferred by many elderly Chinese patients.[@cit0080] Chinese elderly also report a preference for words such as stress or wellness instead of depression, and may require more psychoeducation about problems related to distress, mood, mind--body connection, and the collaborative nature of the therapist--patient relationship.[@cit0080] Cultural differences in expression of affect also need to be considered. While IPT is an affect-focused intervention and encouragement of affect is a key technique that facilitates therapeutic change, many Chinese people are uncomfortable talking about difficult emotions and tend to express their distress somatically. The IPT therapist must therefore gently encourage patients to talk about difficult feelings within the supportive therapeutic relationship, normalize and validate feelings, and help them find appropriate ways to communicate their needs and feeling with others. It should be mentioned that much of what we know about the impact of Chinese culture on psychotherapy is generally based on therapist impressions rather than on the patient's own experience and perception of psychotherapy. More research is therefore needed to obtain a clearer picture of how Chinese culture can inform adaptations of IPT for LLD.

Conclusion {#s0006}
==========

In summary, LLD is common in elderly Chinese patients and is associated with significant morbidity and mortality. Available research makes a strong case for the role of interpersonal factors in precipitating and maintaining depressive symptoms in elderly Chinese and the interpersonal focus of IPT makes it an ideal intervention for depressed older adults, even for those with some mild cognitive impairment. IPT works for people from diverse cultural backgrounds and can easily be adapted to accommodate Chinese cultural values. The strong empirical base for the efficacy of IPT for depression can also address issues related to perception of treatment credibility and acceptability by elderly patients and their families, leading to better treatment uptake, adherence, and response. Considering China's rapidly aging population, the group format of IPT delivered by trained therapists may be a practical and efficient method of improving access to an established treatment for LLD, and has the advantage of providing important social support for patients who feel lonely, isolated, and stigmatized. Although long-term psychodynamic therapy has a long history in China and is still a widely practiced treatment modality, Chinese people tend to prefer short-term approaches. Further, from a public health perspective, short-term interventions like IPT are more cost-effective and can also be easily delivered in primary care facilities where the majority of elderly patients are treated. As no treatment benefits all depressed patients, it is advantageous to have an array of effective therapies and psychotherapists in China and competencies should be developed in more than one of them.

Interest in evidence-based therapies is growing in academic and clinical communities in China. Several academic hospitals have organized IPT workshops for mental health specialists (eg, Renji Hospital and Shanghai Mental Health Center, Shanghai) and advanced training via distance supervision by IPT supervisors from the US, Canada, and elsewhere is currently underway with clinicians working in academic centers (eg, Xiangya Second Hospital, Central South University, Changsha, Hunan). Developing IPT trainers and supervisors in China is an important initiative as this will contribute to the training and development of competent IPT therapists and help promote the dissemination of IPT in China. Finally, rigorously designed research of IPT needs to be carried out in China, and it is our hope that innovative research on the efficacy and mechanisms of different formats of IPT for LLD will be developed in this country.
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